SUMMARY
INTRODUCTION
80% of premature births are caused by spontaneous preterm actions and PPROM. The causes of rest 20% depends on maternal and fetal causes. PROM is observed in 5-15% of all childbirths and 20-40% of preterm childbirths. But PPROM, which is seen in 1-4% of all pregnancies, takes place within the factors seriously increasing the risks of perinatal mortality, neonatal mortality and maternal infection (1) .
The most frequent complication occurring after PROM is intrauterine infection. In 13-60% of PPROM cases, chorioamniyotis is observed, and decollement placenta is observed in 4-12% of PPROM cases. Postpartum hemorrhage and placenta retention as a result of infection (12%) are seen more frequently in PPROM cases than in other pregnancies (2) . The frequency and severity of neonatal complications may change depending on the week of pregnancies when membrane rupture is formed.
The studies which were conducted right after membrane rupture showed that the isolation of pathologic microorganisms from vaginal flora may play role in PROM pathogenesis of bacterial infection. Some organisms causing the group B streptococcus, Staphylococcus aureus, Trichomonas vaginalis and bacterial vaginosis may shatter the collagen by secreting protease (3) . The inflammatory response of host occurring secondary to bacterial infection plays role in PROM pathogenesis.
BV is the most frequently seen genital infection in pregnant women. The incidence is represented as 2-12% and 9-28% in some resources (4) .
Within the scope of our study, the BV was researched in pregnant patients applying with PPROM diagnosis and in healthy pregnant women in same gestational weeks.
The fetal prognosis is compared within the two groups.
MATERIAL AND METHOD
72 cases applied to our hospital with premature rupture of membranes symptom and had the definitive diagnosis, and 49 healthy pregnant women, as control group, were incorporated in study. In PPROM group, there were 72 pregnant women between 20 th and 37 th gestational weeks.
For control group, the pregnant women who applied for pregnancy control and had no complaint about water break and whose membrane rupture diagnosis were eliminated by routine anamnesis and examination were included. In that group, there were 49 pregnant women between 20 th and 37 th gestational weeks. The pregnant women who has not experienced any preterm childbirth, preterm membrane rupture or multiple pregnancies in their previous pregnancies, who has no uterine pathology or anomaly diagnosed formerly, and whose ultrasonographic fetal biometrical measurements were within the normal limits as of the date of last menstrual period, were included in study. The pregnant women who has vaginal hemorrhage and the women who has diagnosed as placenta previa but who has not kept up with followup regularly were excluded from study. 
FINDINGS
72 patients with preterm premature rupture of membranes (PPROM) diagnosis and 49 healthy pregnant women, as control group, were included in study. The mean age of PPROM group was 29.01 ± 6.6 , and the mean age of control group was 26.49 ± 5.63 . No statistically significant difference was observed between groups in terms of age, gravida and parity means (p>0.05) ( Table I) . (Table II) . Statistically, BV was observed in patients in PPROM group more frequent than in patients in control group (p<0.05).
When the discharge, burning sensation, smell and dysuria symptoms of two groups were compared, the symptoms in PPROM group were observed statistically significantly more frequent (Table III ) (p<0.05). PPROM and control group patients were expressed in Table IV in terms of type of childbirth. In patients with PPROM, the rate of normal vaginal delivery was determined statistically significantly higher than in control group, (p< 0.05). In PPROM cases; the duration from occurring of membrane rupture to start of delivery was accepted as latent period. In order to compare statistical analyses of cases, they were separated into 3 classes as 24 hours and less, 24 -48 hours and more than 48 hours. The mean latent period was determined as 3.8 ± 4.7 day (Table V) 
DISCUSSION
PROM is seen in 5-10% of all pregnancies (11.12), and 30-50% of preterm births (10) . Because it is one of the most important causes of maternal and fetal morbidity and mortality, the rapid and accurate diagnosis of PROM is important.
The studies in recent years support the role of infection in etiology of preterm actions. The roles of sub-clinic infection of placental membrane, chorioamniotitis forming after and before chorioamnion membranes, and histological infection in etiology gain importance (5) (6) (7) . Microorganisms were isolated 2-4 folds more frequent in placental membranes of pregnant women who had preterm childbirths than pregnant women who had childbirths in term (5) .
While bacterial vaginosis is one of the most frequent infections seen in pregnant women, 50% of women are asymptomatic. The causing of infection to "abortus, preterm childbirth, prematurity, premature rupture of membranes, amniotic fluid infection and postpartum sepsis" increases its clinical importance (8) (9) (10) (11) . It was determined that premature rupture of membranes is seen in pregnant women with BV 7.3 times more (12) .
In caserrian section cases with bacterial vaginosis, it was determined that postpartum endometritis and wound infection development rates are 5 times more than patients without BV (12) (13) (14) 16, 17) .
When the studies were viewed in order to research the vaginal infections in pregnant women, Di Bartolomeo et al. (18) found BV in 27.5% of 198 pregnant women, Candida forms in 34.3%, Group B streptococcus in 4.5% and Trichomonas Vaginalis in 3.5%. Within 284 pregnant women, Begüm et al. (19) . found BV in 17.7%
and Trichomonas Vaginalis in 1.4%, and they expressed that BV rate was higher in women with lower socioeconomical conditions.
Within 534 pregnant women, Gravett et al. detected bacterial vaginosis in 19% of them (102 women), and it was showed that 24% of patients with BV had preterm childbirth (20) . Assessment of bacterial vaginosis incidence and neonatal outcome on cases with preterm premature rupture of membranes and the risk of premature rupture of membrane did not decrease significantly (21) .
In another meta-analysis covering 5 studies with total 2387 women, it was determined that preterm childbirth risk can be decreased by treating BV before 20 th gestational week.
Within a meta-analysis study covering 3 studies of United States Preventive Services Task Force (USPSTF) group, no statistically significant decrease was observed in preterm childbirth rates of 526 pregnant women with asymptomatic BV and having low preterm childbirth risk as a result of treatment. In another meta-analysis study of same group covering 8 studies, no significant decrease can be obtained via treatment in preterm birth rates of 4972 pregnant women with medium risk factors and asymptomatic BV (22) . According to those data; (23) .
While latent period is less than 48 hours in term pregnancy, it may vary between 1 day and a couple of weeks in preterm cases. 70% of pregnant women in 29 th -32nd weeks after PPROM and 80% of those in 33rd-36 th weeks give birth in 2 days, it was reported that although it varies due to gestational week, mean latent period is 8.8 days (2) . In the study of Mercer et al. (24) , it was stated that latent period is longer in early weeks of pregnancy, and induction response is lower than expected because cervical maturation is not completed. We calculated the mean latent period as High caserrian section rate is observed secondary to cord pressure in membrane rupture especially due to oligo-hydramnios and acute fetal distress (25, 26) . During our study, the rate of caserrian section was calculated as 40.2%. While that rate is similar with studies of Tan›r (34%) (27) , Pasquier (43.7%) (28) and Karabulut (42.6%) (29) , it was higher than the rates of Kenyon (29%) (31) and Ozumba (14.5%) (30) . The caserrian section rate of control group of our study was calculated as 51.02%. The normal vaginal birth rate in PROM group was higher than control group. We think that this rate was caused by choosing the inductionapplication group from cases with higher vaginal childbirth possibility (higher pregnancy age, appropriate
Bishop score, enough amnion fluid).
The caserrian section rate was determined as 17.8%
in cases where induction was applied. This result developed due to fetal distress arising as a result of induction. In cases with membrane rupture, secondary to decrease in the amount of amnion fluid, the risks of fetal distress, ablatio placenta and cord prolapsus increase (25) . For PPROM cases, it was reported that the risk of cord prolapsus is 1-2%, the incidences of ablatio placenta and acute fetal distress vary between 2 and 10% and 2 and 20% respectively (29) . During our study, we calculated those incidences as 1.85%, found lower in earlier gestational weeks. Besides problems which are caused by prematurity, the higher infection risk which is seen especially in cases where latent period lasts longer is seen as responsible from that decrease. This result is in accordance with other studies which were conducted in this field (29) . In their study, Tan›r et al. (27) compared 80 preterm childbirths with PPROM and 100 preterm childbirths without PPROM, and they did not find any difference between two groups in terms of 1st and 5 th minutes newborn APGAR scores.
Result: Bacterial vaginosis is one of the most frequent vaginal infections seen in pregnant women. It can be accepted as an important factor in PPROM etiology and perinatal morbidity which is a result of PPROM etiology.
